term outcomes. A long-term study examined survival in a cohort of patients (n = 372) who had participated in a pivotal randomized, placebo-controlled clinical trial of interferon beta in relapsing-remitting MS [5] . After a median of 21.1 years from the time of enrollment, 98% of patients were identified and 81 deaths were recorded. Early treatment was associated with prolonged survival, as evidenced by a 46.8% reduction in the hazard rate of allcause mortality among patients treated with interferon versus placebo.
Both the prevalence and incidence of multiple sclerosis (MS) are increasing worldwide [1] [2] [3] . The 2-to 3-fold rise in prevalence over the past 50 years can be explained in part by improved diagnostic tools and the increasing life expectancy of individuals with MS, whereas the 2-fold increase in incidence over the same timeframe can be attributed to a marked decrease in infectious diseases and a corresponding increase in autoimmune diseases [4] .
Early Treatment of RRMS Improves Outcomes
The MS disease course is characterized by both inflammatory and degenerative elements, with different mechanisms underlying each phase ( fig. 1 ). Early treatment in the inflammatory phase is associated with better long-with an associated mortality rate of 20%. The first oral DMT, fingolimod, was introduced in 2011 and was followed in 2013 by approval of two additional oral drugs (teriflunomide and dimethyl fumarate) as first-line treatments. The MS treatment algorithm was amended accordingly to incorporate these newer options. Also in 2013, the European Medicine Agency approved alemtuzumab for 'patients with active relapsing-remitting MS … with signs of disease activity clinically or on MRI ...' The MS treatment algorithm was tweaked further to accommodate alemtuzumab as a first-line therapeutic option ( fig. 2 ).
The 'Multiple Sclerosis Decision Model'
The introduction of new and potent DMTs for relapsing-remitting MS has increased the desire for therapeutic success and shifted the treatment goals from 'reducing the relapse rate' to 'achieving an absence of clinically relevant disease activity'. In order to standardize measurement of this newer therapeutic aim and support early treatment decisions, a panel of German experts proposed a multifactorial decision model based around the domains of relapse, disability progression, neuropsychology and magnetic resonance imaging [6] . The Multiple Sclerosis Decision Model uses a 'traffic light' system with different weightings applied to measures of disease activity in each of the four domains ( fig. 3 ). Evaluation of therapeutic success incorporates measurements from each domain and serves as a guide for clinical decisionmaking.
In the event that the decision model indicates that a change of therapy is warranted, the timing of the switch is an individual decision (i.e. it is not proscribed). Some factors to consider when taking a decision to switch include: An immediate treatment switch is essential in the event of: two relapses; one relapse and any new MRI lesion; or in the presence of significant confirmed disease progression.
In the near future, MS treatment algorithms will be directed by disease activity (i.e. high or low) ( fig. 4 ) ; this will necessitate redefining the clinical criteria. There are numerous opportunities to be explored and a substantial amount of work ahead for clinicians treating patients with MS.
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